Author Response: Model-Fitting Adequacy and Clinical Rationality in Multivariate Linear Regression Analysis
We are grateful for the interest shown by Hsieh in our paper on the distribution and determinants of ocular biometric parameters in the Singapore Malay Eye Study (SIMES). 1 In his letter, he offers his interpretation of the statistical analyses and results of our paper, and we would like to take this opportunity to provide clarification of some of the points that he raises.
His main concern is that the standardized beta (␤) coefficients derived from the multivariate adjusted linear regression models of the predictors of different biometric parameters, presented in Table 5 of our original paper, may be erroneous. For example, the standardized ␤ for "Height, cm" of 0.162 for axial length (AL) is interpreted as implying that "when body height increases 10 cm, AL … will increase 1.62 mm." We fully agree that, were this example the case, the results would be implausible. However, we want to point out that such an interpretation is only appropriately applied to the unstandardized coefficient or regression estimate, typically annotated as B in statistical software. In linear regression, the relationship is described by the equation: dependent variable ϭ (B ϫ predictor) ϩ constant ϩ error term. The standardized ␤ coefficients presented in our table are the surrogates of Pearson's correlation coefficient and give indications of the relative influences of each predictor on the dependent rather than quantifications of the absolute magnitude of each relationship.
We want to assure Hsieh and all our readers that every effort was made to ensure the greatest validity of the multivariate regression models. As Hsieh has pointed out, overparameterization is unlikely, given the small number of parameters relative to the 2788 observations in our sample. Predictors in the multivariate models were chosen based on biological plausibility and the published literature and were verified with the results of age-and sex-adjusted models before inclusion. Multiple collinearity was determined from the scrutiny of individual Pearson correlation coefficients, residuals, and tolerance measures.
Laurence Shen Lim 
Presbyopic Spectacles in Elderly Tanzanians
We enjoyed reading the article by Laviers et al., 1 describing a methodology, appended to a RAAB (rapid assessment of avoidable blindness) survey, for measuring the prevalence of presbyopia and presbyopic spectacle coverage. The article provides more evidence of the importance of presbyopia as a condition affecting quality of life, even among those who may not read. It was interesting that there was no difference in coverage between males and females.
By simply adding a question asking each participant if he or she owned near-vision spectacles we learned several interesting things during the Kilimanjaro RAAB. 2 Overall spectacle ownership was 10.9% (95% CI, 9.9 -11.9), and the men were 1.42 times (95% CI, 1.14 -1.76) more likely than the women to have spectacles. Of interest, people 50 to 70 years of age were 1.42 times (95% CI, 1.11-1.81) more likely to have spectacles than those older, independent of presenting visual acuity. Finally, there were significant differences in spectacle ownership among the different clusters making up the RAAB sample, suggesting that availability of spectacles in the village is an important factor. Sex, age, and cluster all remained associated with spectacle ownership in multiple logistic regression (P ϭ 0.001, 0.05, and Ͻ0.001, respectively). That (independent of visual acuity) the individuals aged 50 to 70 years were more likely to have spectacles than were the older individuals (who presumably need them more) may indicate more demand for good vision and more willingness to pay for it in the younger group. It could also mean that the older people did not have enough money for spectacles.
Spectacle ownership in a population-based group older than age 50 is not exactly the same as presbyopic spectacle coverage in the same group; however, it is a reasonable proxy for coverage, adds nothing to the cost of the RAAB, and provides valuable information for planners. 
Amblyopia and Strabismus Questionnaire: Rasch Analysis
We read with interest the article by Vianya-Estopa et al., 1 "An Evaluation of the Amblyopia and Strabismus Questionnaire Using Rasch Analysis." It criticized our Amblyopia and Strabismus Questionnaire (A&SQ) by highlighting "the limitations of the A&SQ instrument in the assessment of VR-QoL in subjects with strabismus and especially in those with amblyopia alone." We would like to comment on the selection of subjects used in their appraisal.
The A&SQ was presented to 102 patients (mean age, 48 years) from ophthalmic, orthoptic, and optometric clinics and practices. Eleven had strabismus without amblyopia, 33 had anisometropic amblyopia, 39 had strabismic amblyopia, and 19 had combined-mechanism amblyopia. The sample seems representative of amblyopia of various causes in patients age 48. However, average visual acuity is worse than would be expected in 48-year-old U.K. citizens with amblyopia. Visual acuity of the amblyopic eye was 0.38 logMAR in anisometropic amblyopes, 0.6 logMAR in strabismic amblyopes, and 0.70 logMAR in combined-mechanism amblyopes. Accordingly, almost all had amblyopia with a visual acuity worse than 0.3 logMAR.
The prevalence of adults with a visual acuity of worse than 0.3 logMAR is approximately 2.5% in untreated populations, [2] [3] [4] but 0.8% to 1.1% in treated populations. [5] [6] [7] [8] Treatment of amblyopia was well established in the United Kingdom the 1960s. Hence, the sample of patients consisted primarily of severe or insufficiently treated amblyopia, whereas there were only 11 patients with strabismus without amblyopia. The large category in the middle of the spectrum that runs from strabismus without amblyopia, through strabismus with mild or treated amblyopia, to more severe amblyopia is underrepresented in the sample of Vianya-Estopa et al. 1 Although the Rasch model does not assume a population distribution from a certain class, in practice, a sample that extends over the whole range of the spectrum provides more balanced statistical information about the functioning of the different response categories. This may well be the reason that they found that merging five-point scales into three-point scales did not make the A&SQ less informative for their sample. It could also explain the ceiling effect that they found. The relatively small sample size, 102, may have aggravated the problem.
In previous studies, 9 -11 in an almost nonselect sample of amblyopia and/or strabismus patients treated in the Waterland area 35 years earlier, we found that the two conditions strabismus and amblyopia are heavily interwoven. We agree that, in principle, separate instruments would be preferable to assess VR-QoL in individuals with strabismus, individuals with amblyopia, individuals with both amblyopia and strabismus, and individuals with loss of binocular vision. However, this conclusion cannot be drawn from the study by Vianya et al. 1 in a sample dominated by amblyopia with very low visual acuity.
Elizabeth S. van 
